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ABSTRACT
TITLE: Evaluation of a Tool to Identify the Variables responsible for Poor Parent
Treatment Implementation: The Performance Diagnostic Checklist-Parent
AUTHOR: Jamie Villacorta
MAJOR ADVISOR: David A. Wilder, Ph.D.
In applied behavior analysis, parents are often taught to implement treatment programs
in order to decrease their child’s problem behaviors and increase appropriate behaviors.
Unfortunately, many parents have trouble implementing these programs correctly. It
has been suggested that higher treatment integrity for a specified treatment program
may be associated with higher levels of its success. The purpose of the present study
was to evaluate the use of an assessment tool (i.e., the Performance Diagnostic
Checklist-Parent, or PDC-P) to develop a treatment specifically targeted to address the
variables responsible for poor program implementation by parents. First, the PDC-P
was administered to three parents who were not consistently implementing their child’s
mand training program correctly. An intervention designed to address the reason for
poor treatment implementation identified by the PDC-P (i.e., task clarification and
prompting) was then evaluated. Results of the study validated the use of the PDC-P to
identify an effective intervention to increase parent implementation of mand training
for all three parent participants. Correct parent implementation improved from a mean
of 56% to 67% during baseline to a mean of 76.1% to 88.9% during task clarification
and prompting across parents. Furthermore, performance improvements sustained for
up to six weeks, and generalized to an untrained home or community setting.
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Evaluation of a Tool to Identify the Variables responsible for Poor Parent
Treatment Implementation: The Performance Diagnostic Checklist-Parent

INTRODUCTION
Parents, or a child’s primary caregivers, play a critical role in the teaching
of new skills and the management of their child’s problem behaviors. Thus,
behavior intervention programs often incorporate parent training procedures which
are designed to help parents address their child’s specific learning deficits and
problem behaviors. This is achieved by teaching them how to implement
behavioral programs as their child’s behaviors occur in various settings, both in and
outside clinical environments (e.g., the child’s home, the grocery store, and the
doctor’s office). Parent training is typically provided by behavior analysts and
technicians for a set period of time, as determined by the goals of their child’s
behavior intervention plan (BIP). Once the parent demonstrates the ability to
implement behavioral programs on their own and meets criterion as specified in the
BIP, the extent of parent training is lessened and fading procedures are put into
place until the eventual discharge of services—the terminal goal for all behavioral
services.
Parent Training
A variety of behaviors can be targeted for parent training. Consequently, a
vast number of topics have been addressed in the parent training research literature.
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Such topics include noncompliance (Miles & Wilder, 2009), food refusal (Mueller
et al., 2003), social play skills (Krantz, MacDuff & McClannahan, 1993; Reagon &
Higbee, 2009), prevention of gun play (Gross, Miltenberger, Knudson, Bosch &
Breitwieser, 2007), self-help skills (Adubato, Adams, & Budd, 2013), bedtime
resistance (Freeman, 2006) the reduction of more severe problem behaviors (Iwata,
Dorsey, Slifer, Bauman & Richman,1994; Shriver & Allen, 2008; Stocco &
Thompson, 2015), and functional language and communication skills (Chaabane,
Morgan & DeBar, 2009).
One of the most commonly used training approaches when teaching parents
how to implement behavior programs is the Behavior Skill Training, or BST,
model (Gross, Miltenberger, Knudson, Bosch & Breitwieser, 2007; Hsieh, Wilder
& Abellon, 2011; Lafasakis & Sturmey, 2007; Loughrey et al., 2014; Miles &
Wilder, 2009; Mueller et al., 2003; Seiverling, Williams, Sturmey & Hart, 2012).
BST is a treatment package that consists of four main components: (a) written and
verbal instructions, (b) modeling, (c) rehearsal, and (d) the delivery of supportive
and corrective feedback immediately following implementation. Together, these
four components are combined and repeated until a predetermined mastery level is
achieved.
One study by Loughrey and colleagues (2014) describes the use of the BST
model to teach three primary caregivers how to implement mand training with their
children. In their training, parents were presented with Power PointÔ presentations
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and paper handouts (i.e., printouts of the slides for note taking) on a biweekly basis.
Embedded within each Power PointÔ module were video models demonstrating
how to create situations to capture their child’s motivation to mand for items in
their natural environment. Then, in-vivo models were provided in which graduate
students demonstrated the target skills in real-time. Following the demonstrations,
parents were required to rehearse the demonstrated skills with a graduate student
confederate acting as the child. Upon completion, verbal feedback was provided by
the trainer, and consisted of praise for correct performance and corrective feedback
for incorrect performance. Parents were required to rehearse until performance
reached the preset criterion of 100% accuracy for each target skill. The use of the
BST model was successful in increasing the accurate implementation of mand
training for all three caregivers. In addition, accurate implementation was followed
by an increase in their child’s emission of spontaneous mands when compared to
baseline levels.
The BST model has been shown to be effective in teaching parents a variety
of target skills and teaching procedures. The BST model has provided an
empirically-supported, and thus effective, strategy for training parent
implementation of behavioral interventions. Thus, it exists as one of the most
commonly used procedures when developing parent training programs. However,
while much of the parent training literature has focused on the development of
effective training procedures (e.g., the BST model), less has been done to assess the
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ability of parents to maintain accurate implementation of these procedures on an
ongoing basis (Allen & Warzak, 2000). Consequently, measures of parental
treatment adherence are not consistently reported in the parent training literature.
In fact, the literature has relied on the use of social validity measures such as
Likert-scale ratings of treatment acceptability—a possibly related, but indirect and
subjective measure. The use of indirect measures for assessing treatment adherence
presumes that interventions with a higher acceptability measure will lead to a
higher likelihood of correct implementation (Watson & Gresham, 1998). However,
empirical evidence has yet to support this assumption. Thus, the incorporation of
direct measures of parental treatment adherence during parent training procedures
are necessary. Furthermore, additional measures should also ensure that their
performance improvements carry over to other contexts outside of the training
context and can sustain at acceptable levels for an extended period of time once
training is discontinued.
Parent-Child Contingencies
A recent article by Stocco and Thompson (2015) suggested that parental
adherence to their child’s behavior programs may be the product of the parent-child
contingencies underlying each party’s behaviors. The authors provided a
theoretical analysis of the possible contingencies underlying caregiver behaviors in
response to their child’s behaviors. They separated the analysis into two primary
contingencies: Those of negative reinforcement and positive reinforcement.
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Negative Reinforcement. A negative reinforcement contingency suggests
that a parent’s behaviors may be maintained by the immediate termination or
avoidance of their child’s problem behaviors. For example, a mother or father may
resort to delivering reprimands or providing attention to their child in order to stop
them from crying (Thompson, Bruzek, & Cotnoir-Bichelman, 2011). This likely
occurs because in past instances when their child was crying, scolding and
providing the child with attention immediately terminated the crying. The parent
then becomes dependent on the use of reprimands or providing attention in order to
stop or prevent their child’s future crying spells.
Another possible contingency is the tendency for parents to provide
unnecessary assistance to their child when their child requests help. Though
providing assistance in the initial stages of teaching a skill may be necessary, this
becomes problematic if the child continues to ask for help and does not eventually
attempt to respond independently. This may foster prompt dependency, in which
the learner becomes excessively dependent on the parent’s help to complete all
tasks, and ultimately prevents the learner from developing independence.
However, if the child engages in problem behavior every time he or she is denied
assistance, the parent may become quick to provide assistance in the future in order
to prevent their child from crying or engaging in problem behaviors. Taken further,
a parent may avoid presenting demands or tasks which have previously been
followed by problem behavior in an attempt to avoid their child’s problem
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behaviors altogether. Such a problem is exacerbated for parents and caregivers
who have time constraints, or who may have a lowered tolerance for enduring their
child’s problem behavior.
A final negative reinforcement contingency is that in which parents provide
their child with a preferred item (e.g., a bottle, a highly-preferred toy, or their
phone) in order to prevent or stop the child from engaging in problem behavior.
This may be due to an ongoing history in which previous instances of problem
behavior were resolved by providing the child with access to a preferred item. A
history develops between providing access to preferred items and the immediate
recession of problem behavior. Over time, the caregiver may find that they are less
likely to tolerate their child’s problem behaviors and thus continue to reinforce the
child’s behavior by providing access to preferred items. Strategies for identifying
these parent-child contingencies are warranted, as they may provide a better
understanding for why parents fail to adhere to specific recommended behavioral
interventions—particularly those requiring parents to face and endure their child’s
problem behaviors when withholding reinforcement.
Positive Reinforcement. Stocco and Thompson (2015) also described the
possibility of positive reinforcement contingencies between the parent and child, in
which a parent is more likely to engage in behaviors that foster correct responses
and appropriate social responses. When a caregiver delivers a demand to be
completed by their child, the caregiver may deliver attention or some tangible item
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contingent upon their child’s successful compliance. Delivering attention and
tangible items contingent upon correct responding and not upon incorrect
responding may foster successful acquisition of the new skill. As the child emits
the learned responses more frequently, the parent’s behaviors are reinforced,
making it more likely that the parent will continue to provide more learning
opportunities in the near future.
However, for cases in which a child engages in excessive problem behavior
when they are presented with a demand, parents may learn to use more aversive
forms of attention (e.g., reprimands) or punishment procedures in order to teach
their child new skills. While both approaches may result in the child’s acquisition
of new skills, there may be detrimental side effects associated with the use of
aversive versus preferred consequences. The use of aversive consequences for a
specified skill may lead to higher compliance with that skill but less compliance
with others. Or the use of an aversive consequence may result in an increase in the
taught skill but also an increase in the frequency and intensity of problem
behaviors. This may lend to the parent’s inability to adhere to prescribed
interventions addressing those behaviors. Thus, considerations for all variables that
play a role in parent-child contingencies are warranted.
Further empirical investigation is necessary to better understand the reasons
for a parent’s dependence on such “negative [and positive] reinforcement traps”
(Stocco & Thompson, 2015). Ultimately, a thorough understanding of the
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functional relations between a child’s behaviors and the behavior of their parent
becomes crucial for promoting their adherence to prescribed behavioral
interventions. In order to provide better support for behavioral programs, efforts
should be made to ensure treatment integrity, or adherence, by parents specifically.
Treatment Integrity and Adherence
Treatment integrity refers to the precise control and measurement of
specific manipulations to a given independent variable and its resulting effects on
the dependent variables associated with it (Peterson, Homer & Wonderlich, 1982).
Various studies have examined whether a relationship exists between treatment
integrity and treatment effectiveness (Arkoosh et al., 2007; DiGennaro, Martens &
Kleinmann, 2007). DiGennaro, Martens, and Kleinmann (2007) looked at the
relationship between treatment integrity of special education teacher aides and
intervention effectiveness for children in a special education classroom setting.
Results from this study found that higher integrity measures from the aides were
associated with greater intervention effectiveness. Arkoosh and colleagues (2007)
also looked at the relationship between measures of treatment integrity and
intervention effectiveness, but with five child-parent dyads. They found that the
dyads in which parents demonstrated higher levels of integrity also saw greater
decreases in their child’s problem behavior in comparison to those who had lower
levels of integrity. While both studies suggested a relation between treatment
integrity and intervention effectiveness, both studies were correlational in nature.
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Therefore, additional efforts are necessary to uncover the relation between
treatment integrity and intervention effectiveness using an experimental evaluation
(Fryling, Wallace & Yassine, 2012).
More recent research has looked at different levels of treatment integrity as
well as different types of integrity errors and their effects on treatment efficacy.
Stephenson and Hanley (2010) found that low integrity by teachers and caregivers
when implementing a three-step prompting procedure for noncompliance may not
necessarily be detrimental so long as treatment integrity is high during the initial
teaching stages. Some studies have also compared various levels of integrity
errors. These studies have suggested that errors of omission (failure to reinforce
appropriate behaviors) may have less detrimental effects on problem behavior than
errors of commission (providing reinforcement for the problem behavior)
(DiGennaro-Reed, Reed, Baez & Maguire, 2011; Pipkin, Vollmer, & Sloman,
2010). Thus, ensuring high levels of treatment integrity during the initial stages of
parent training may lead to better success and ongoing control of their child’s
problem behaviors. Therefore, future research should identify strategies for
overcoming the detrimental effects on problem behavior and skill acquisition
caused by poor treatment integrity during the initial training stages.
Applied researchers have provided recommended practices for how
practitioners can increase treatment integrity in clinical settings. While efforts to
promote treatment integrity have primarily focused on improving direct service
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staff’s implementation of a child’s behavior intervention in clinical settings, fewer
considerations are made for the treatment integrity of parents—a primary behavior
change agent in the child’s natural environment (Allen & Warzak, 2000). It is
crucial to incorporate necessary support systems, resources, appropriate training,
and other treatment components specifically tailored to address the relevant
challenges parents may face when implementing behavioral interventions with their
child. However, a parent’s needs and the relevant parental challenges that affect
their treatment adherence are not always apparent. One solution to identifying the
challenges associated with poor parent implementation of behavior interventions is
to incorporate the use of a functional assessment.
Functional Assessment
Functional Assessment in Clinical Settings. One of the defining
characteristics of a behavior analytic approach to treatment involves the assessment
of function, or the relationship between a given person’s behavior and the
environmental variables maintaining its occurrence (Beavers, Iwata & Lerman,
2013; Hagopian, Rooker, Jessel & DeLeon, 2013; Hanley, Iwata & McCord, 2003;
Iwata, Dorsey, Slifer, Bauman & Richman, 1994; Northup et al., 1991). In 1982,
Iwata and colleagues developed the first functional analysis in order to identify the
variables maintaining self-injurious behavior (SIB) in nine individuals with
developmental disabilities. The assessment used an alternating treatment design
and compared the rates of SIB during four conditions: (a) social disproval; (b)
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alone; (c) academic demand; and (d) unstructured play, which served as the control.
During each of the conditions, a specific reinforcement contingency was tested
(socially-mediated positive reinforcement, automatic, or self-mediated
reinforcement, or socially-mediated negative reinforcement, respectively). During
the social disproval condition (i.e., socially-mediated positive reinforcement), a
verbal reprimand was delivered contingent on each occurrence of SIB, whereas
escape from a given academic task was provided contingent upon each occurrence
of SIB during the academic demand condition (i.e., socially-mediated negative
reinforcement). The primary function of the SIB was identified as the condition
associated with the highest rate of SIB.
This article was the first to provide an empirical assessment for determining
a behavior’s specific function. Such an understanding of the functional relations
between behaviors and the environment in which they occur has transformed
behavioral treatment. Instead of focusing on the topography of behaviors and the
general use of arbitrary reinforcers or punishers to make behavior changes, a
function-based approach is now used in which interventions can be developed to
specifically address the variables maintaining a given problem behavior.
Over the years, various modifications have been made to the traditional
functional analysis procedure in order to assess the functional relations of a wide
range of problem behaviors in clinical settings. Such behaviors have included
aggression, property destruction, pica, disruption, vocalizations, noncompliance,
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elopement, stereotypy, tantrums, and other aberrant behaviors (Beavers, Iwata &
Lerman, 2013; Hanley, Iwata & McCord, 2003). The use of a function-based
assessment has become recognized as “best practice” in the clinical world and has
provided behavior analysts with an objective means for determining the
relationship between behavior and the environment.
Functional Assessment in OBM Settings. Functional assessment has also
been utilized in the Organizational Behavior Management (OBM) literature.
However, due to the distinctive nature of behavior or performance problems faced
in organizational or business settings, different assessments have been developed.
While a vast majority of behaviors in clinical settings are targeted for reduction
(i.e., problem behavior excesses), behaviors in the organizational setting are
typically targeted for increase, as the underlying goal is to improve performance
(Austin, Carr & Agnew, 1999). Consequently, the pre-intervention assessments
utilized in organizational settings are specifically tailored to promote performance
improvement. One example is an ABC assessment, or PIC/NIC Analysis, which
lists all possible antecedents and consequences for a performance, and then
determines whether they are positive (e.g., pleasant) or negative (e.g., aversive),
happen immediately or in the distant future, and whether they are certain or
uncertain to occur. Of the assessment tools in OBM, the most widely used is the
Performance Diagnostic Checklist (PDC).
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The Performance Diagnostic Checklist (PDC). The Performance
Diagnostic Checklist (PDC) was developed by Austin (2000) to identify potential
environmental variables likely influencing performance problems. Just as
functional assessment in clinical settings is used to determine treatment plans, so
too can the PDC be used to develop effective interventions to improve workers’
performance in an organization. The PDC consists of 20 questions that are
specifically developed to assess possible performance problems in a given
organization. They are broken down into four major domains: (a) antecedents and
information, (b) equipment and processes, (c) knowledge and skills, and (d)
consequences. A supervisor is interviewed and asked the 20 questions from the
PDC regarding the performance of a specified employee in their organization. The
behavior analyst then records the supervisor’s answers and calculates the number of
items from each domain. Each question provided with a “no” answer is tallied and
details providing helpful information to support the answer are noted. Domains
with a higher number of “no” items present opportunities for improvement.
Interventions are then designed to specifically address these areas.
The PDC has been used to identify the variables leading to problems in
various organizational and business settings. Such variables may include
insufficient training, lack of clarity or absence of necessary materials to perform
given tasks, insufficient consequences contingent upon task completion, and the
existence of other competing contingencies. The PDC has been used to assess a
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wide range of performances such as engagement in maintenance tasks in an
independently owned coffee shop (Pampino, Heering, Wilder, Barton & Burson,
2003), upselling of products at a retail-framing and art store (Pampino, MacDonald,
Mullin & Wilder, 2004), customer service behaviors in a large department store
(Eikenhout, 2005), offering of promotional stamps to employees at a franchise
restaurant (Rodriguez et al., 2006), cleaning behaviors among workers at a ski shop
(Doll, Livesey, McHaffie & Ludwig, 2007), table busing times at a franchise pizza
restaurant (Amigo, Smith & Ludwig, 2008), equipment preparation at a physical
therapy clinic (Gravina, VanWagner & Austin, 2008), and discrete trial training in
a human service setting (Miller, Carlson & Sigurdsson, 2014).
The PDC continues to be utilized as an assessment tool for identifying areas
of concern when developing intervention plans for different organizational and
business environments. While the basic behavioral concepts underlying the PDC
are applicable to various settings, there are some questions that apply specifically to
a business and which may not directly translate to other unique and less businesslike environments. Thus, a revised version of the PDC has been developed in order
to address the specific problems faced in some settings.
In 2013, Carr, Wilder, Majdalany, Mathisen, and Strain developed an
assessment to identify the variables contributing to insufficient cleaning behaviors
performed by employees at an autism treatment facility. The assessment was based
on the original PDC developed by Austin (2000); however, it included questions
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that were specifically tailored to address problems typical of practitioners’
performance in a human service setting—settings for which staff provide care to
other people. This modified PDC has developed into what is now known as the
PDC-HS, or the Performance Diagnostic Checklist for Human Services.
Similar to the PDC developed by Austin in 2000, the PDC-HS (Carr,
Wilder, Majdalany, Mathisen & Strain, 2013) consists of 20 questions that are
organized into the following four domains: (a) training; (b) task clarification and
prompting procedures; (c) resources, materials, and processes; and (d) performance
consequences, effort, and competition. Thirteen of the questions can be answered
by an employee’s supervisor or manager in an interview format, while 7 require
direct observation of the employees’ performance. Together, these questions can
help to address common performance problems reported by a given employee’s
direct supervisor. Specified problems may include insufficient treatment
implementation, inaccurate data collection, inadequate program materials, tardiness
or inconsistent attendance, failure to report problems to their assigned supervisors,
and poor maintenance of graphing records.
Following the development of the PDC-HS, the assessment was
administered at a center-based autism treatment facility in order to determine its
predictive validity. Baseline measures corresponding to the correct completion of a
cleaning checklist were collected for eight treatment rooms within the treatment
facility. The investigators then conducted an interview with three supervisors using
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the PDC-HS informant questions followed by direct observations to answer the
corresponding observation components. Based on the results from the PDC-HS
assessment, deficits were found in the domains for training and for performance
consequences. Therefore, an intervention was developed and included additional
training along with publicly-posted graphed feedback. A second intervention,
which was not based on the PDC-HS assessment results, was also implemented in
two of the eight rooms in order to compare the use of an assessment-based
intervention versus a non-indicated intervention. This intervention consisted of
task clarification along with more convenient placement of materials needed for
task completion.
In comparing the implementation of the two interventions, the staff
members’ engagement in cleaning behaviors in all eight treatment rooms was
significantly higher when the assessment-indicated intervention was implemented
in comparison to rooms in which the non-indicated intervention was implemented.
In conclusion, the development of the new PDC-HS was helpful in identifying the
specific variables contributing to performance deficits in human service settings.
Furthermore, its ability to both predict pertinent variables and to successfully
address such variables with the corresponding intervention was empiricallydemonstrated.
While research has supported the use of pre-intervention assessments such
as the PDC in identifying factors contributing to problems in human service
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settings, it has yet to be used in the context of parent training. Because the PDC
interview is easy to implement and requires only a minimal amount of effort from
parents (e.g., answering twenty simple questions), such an assessment component
would be ideal and beneficial for parent training. Specifically, it may be helpful for
detecting the variables contributing to parents’ nonadherence to behavior treatment
programs, particularly when the present parent training is not successful in
reducing their child’s problem behaviors. Furthermore, the application of the PDC
to detect contingencies directly influencing parent behaviors (as opposed to that of
just the child) and the development of programs to specifically address them may
ultimately lead to better treatment implementation by the parents and, therefore,
more effective treatment for their child.
The purpose was to assess the predictive validity of the Performance
Diagnostic Checklist-Parent (a modification to the PDC-HS) in identifying the
variables likely preventing parents from correctly implementing to a mand training
protocol during parent training sessions. The results of the PDC-P were used to
develop a corresponding intervention that targeted the identified domain of concern
for three parent-child dyads. Next, treatment evaluation measures were taken to
assess improvements in parental performance following administration of the PDCP indicated intervention. Finally, corresponding measures of their child’s mand
behaviors were collected to determine the overall effect of increased parental
treatment integrity on their child’s mand performance. The present study exists as
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one of the first applications of the PDC-HS specifically to assess parent training. It
illustrates the use of an empirically-supported tool to inform the way in which we
solve parent training failures, when they do occur.

METHOD
Participants
Six parent-child dyads were recruited from a children’s hospital located in
central Florida. Participants were required to meet the following criteria: (a) parent
must be available to meet for a minimum of one session per week, (b) parent must
consent to having in-home visitations or community outing observations for
baseline and maintenance probe measures, and (c) parent (or the child’s behavior
analyst) must report having difficulty implementing mand training with their child.
The child for whom the behavior intervention was implemented must have showed
failure to independently and consistently demonstrate a targeted mand (i.e., request
for access to an item or activity).
Various steps were taken to ensure that potential confounding variables
were accounted for: First, the results of the PDC-P for each parent-child dyad were
required to indicate the same domain(s) of concern (e.g., deficits in training, task
clarification and prompting, resources, materials and processes, and performance
consequences). For the present study, three of the six initial dyads indicated task
clarification and prompting as the primary domain to be targeted, and were selected
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to continue participating in the present study. Additionally, it was required that all
children have a diagnosis of autism. Thus, any significant differences when
evaluating performance in the baseline and intervention phases across the parentchild dyads were not due to differences in diagnoses nor the specific skill being
targeted. Finally, while parent experience and history of parent training prior to the
study could not be controlled for, differences in the duration and amount of
previous parent training exposure were also noted (see below).
Chris (Charlie). Chris was 28 years old, and the biological father of his son
Charlie. Prior to the start of the study, Chris had only a few parent training
sessions, all of which were directed by his son’s present behavior analyst. The
behavior analyst reported that Chris had trouble implementing mand training with
Charlie, and specifically when working on his vocal request for “Car” (a toy car).
Outside of Charlie’s clinical hours, Chris spent at least 20-30 minutes with his son
each day and worked on mand training, along with other current acquisition skills.
Chris and Charlie were native Spanish speakers; however, both were fluent in
English. All parent training sessions (including the present study sessions) were
administered in English. PDC-P interviews were administered with Chris, both in
English and Spanish; when compared, the results showed no significant difference.
Charlie was a three-year old boy diagnosed with autism. He addressed his wants or
needs using one-word vocal requests or approximations. Upon starting the present
study, he had been receiving Applied Behavior Analysis (ABA) services for about
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one year (fifteen hours per week). In regard to his vocal mand for “Car”, the
behavior analyst and staff members that work with Charlie confirmed that he
emitted the vocal mand in the clinic independently and consistently; however,
according to reports made by his parents, Charlie did not do so with Chris at home.
Outside of autism, Charlie had no other medical diagnoses that would impede his
ability to produce vocal sounds or word approximations.
Vivian (Phillip). Vivian was a 39-year-old woman, and the biological
mother and primary caregiver to her son Phillip. Prior to the start of the study,
Vivian had received parent training from two behavior analysts from her child’s
present clinic for approximately two years (1-2 hours per week). During previous
parent training sessions, Vivian worked with Phillip on requesting attention
appropriately by tapping her arm and saying, “Excuse me”. Reports by Vivian and
the behavior analyst indicated that Phillip emitted this request independently and
correctly in the past; however, he did not do so on his own at the time of the study
and often required assistance (prompting). Phillip was a six-year old boy
diagnosed with autism. He addressed his wants or needs using three to five word
vocal requests. At the start of the study, he received 12 hours of ABA services a
week and went to a special education classroom once a week for six hours. Phillip
had no other medical diagnoses that would impede his speech production.
Desiree (Jonathan). Desiree was 37 years old and the biological mother
(primary caregiver) of her son Jonathan. Desiree received informal parent training
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from Jonathan’s speech and occupational therapists at his weekly sessions (1-2
hours per week). Previously, Desiree worked with Jonathan on requesting items he
wanted using simple two-to-four-word sentences such as “I want-”, “Give me-”,
and “Can I have-”. However, reports by Desiree and the present behavior analyst
indicated that Jonathan no longer emitted this request consistently at home and
often required assistance (prompting). Jonathan was a five-year old boy diagnosed
with autism. He addressed his wants or needs using three to five word vocal
requests. At the start of the study, he received fifteen hours of ABA services each
week and was also homeschooled. Jonathan had no other medical diagnoses that
would impede his speech production.
Settings and Materials
Initial pre-intervention and post-intervention probes took place in the living
room or play area of the child’s home, or a local fast food restaurant near the
hospital. Baseline and intervention sessions took place in the child’s treatment
room at the hospital-based clinic—where ABA service were provided. Treatment
rooms contained tables, chairs, and bookshelves or other furniture pieces.
Materials for the present study included a GoPro HeroÔ camera or iPadÔ
for recording sessions, a clipboard and checklist specifying the steps to the mand
training protocol (Appendix A), the PDC-P Questionnaire (Appendix B) for when
the parent was interviewed, and the specific item or toys being requested during the
mand training sessions. In addition, a visual prompt in the form of a flow chart was
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posted on the wall of the treatment room during intervention sessions (Appendix
C).
The Performance Diagnostic Checklist-Parent Implementation (PDC-P).
The PDC-P questionnaire was developed based upon the PDC-HS (Carr, Wilder,
Majdalany, Mathisen & Strain, 2013). The questions remained as close to the
original PDC-HS as possible. However, modifications to the wording of questions
were made to reduce overly technical language and in order to ensure that parents
and family members fully understood each question. Modifications were also
made based upon reports from parents that had previous experience with parent
training, but were not participants in the study. Several behavior analysts and
direct workers also provided input on the wording and modifications.
The PDC-P consisted of twenty questions which were grouped into the
same categories as in the PDC-HS: (a) training; (b) task clarification and
prompting; (c) resources, materials, and processes; and (d) performance
consequences, effort, and competition. Each of these sections included 4-6
questions about the intervention program that they previously implemented.
Thirteen questions were answered in interview format and seven were answered
after observation of the parent’s demonstration during baseline sessions. Each item
with a “no” answer was considered as an opportunity for intervention; thus,
categories with a higher number of “no” answers suggested a greater opportunity
for change and were prioritized when developing the intervention (see Appendix B
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for the PDC-P questionnaire).
Data Collection
Parent. The primary dependent measure was the primary parent’s
percentage of steps correctly implemented as specified by the mand training
protocol checklist. Correct implementation was defined as accurately and
independently addressing each component for that trial on the mand training
checklist, and was recorded with a positive sign per each correct step. The
incorrect or incomplete implementation of any step(s) in the protocol were recorded
with a negative sign. The total percentage of correct steps in a given mand training
five-trial session was calculated by dividing the number of steps implemented
correctly in all five trials by the total number of steps presented, and multiplied by
100. An example of the checklist for mand training is provided in Appendix A.
Child. In addition, measures were taken on the percentage of trials in which
the child emitted the targeted mand independently and correctly for all phases of
the study. Mands were scored as independent if the child emitted the targeted vocal
response without any vocal prompts. Mands were scored as prompted if the
emission of the mand was preceded by a gestural (e.g., pointing or hand motion) or
vocal prompt (e.g., vocal approximation or the whole word) delivered by the
parent. Percentage was calculated by dividing the number of trials in which the
child emitted a correct and independent mand by the total number of mand trials
that were presented by the parent, and then multiplied by 100.
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Interobserver Agreement. In order to collect interobserver agreement
(IOA), a second observer collect data independently of the primary data collector,
either from an observation room or using video recordings. All sessions were
recorded and IOA was scored by one of two independent observers. IOA compared
the observers’ data for each step on the mand checklist to that of the primary data
collector’s data. Step-by-step agreement was calculated by dividing the number of
steps with agreement by the total number of steps implemented, and multiplied by
100. Significant drops in IOA below 75% resulted in further clarification of the
definitions, as well as additional training and practice in which both observers
watched the video together and discussed discrepancies out loud. Additionally, a
chart with examples and non-examples for each step of the mand training protocol
was provided to the observers and referred to for the remainder of the study.
Agreement was assessed for 30% of all sessions for each phase of the study. Mean
IOA was 85.5% (Baseline: 85.1%; Intervention: 86.0%), and ranged from 72.5100%.
Treatment Integrity. Treatment integrity measures were collected in order to ensure
that the experimenter implemented all training procedures correctly with the
parents. Specifically, treatment integrity was collected on: (a) correctly presenting
the relevant intervention stimuli as indicated by the assigned protocol (e.g.,
providing parents with the appropriate materials needed for the mand training
program and ensuring the visual prompt was visible throughout the intervention
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sessions); and (b) providing the correct consequence contingent on performance
(e.g., providing no feedback during baseline sessions, pre and post-intervention
probes, or intervention sessions). Treatment integrity measures were collected for
30% of sessions in all phases of the study. Treatment integrity values were 100%
for all phases.
Procedures
A nonconcurrent multiple baseline design across parent-child dyads with
pre- and post-intervention probes was used. Baseline data were collected on the
parent’s initial treatment integrity when implementing the child-specified behavior
intervention plan prior to any additional interventions. Next, a pre-intervention
probe in the home or in the community was scheduled no more than two weeks
following the last baseline session. Following the probe, the PDC-P was
administered. The results from the PDC-P were used to develop an intervention
plan to address the issues specifically related to parent nonadherence. Training was
then provided using the intervention plan until mastery was reached. Lastly, postintervention probes were administered in the same home or community setting as
the initial pre-intervention probe.
Baseline (Clinical Setting). Baseline measures were collected on the
parent’s treatment integrity for implementing the mand training protocol in the
clinical setting. Parents were asked to implement the program as they had been
trained to do, and no additional feedback or training was provided. Treatment
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integrity was monitored throughout the baseline phase until integrity dropped
below 70% for three consecutive sessions or more than 15% below the highest
achieved integrity level.
Pre-Intervention Probe (in home or community). Following baseline, an
initial treatment integrity probe was administered with the primary parent in the
living room or play room area of their home, or at a local fast food restaurant (e.g.,
Wendy’sÔ). Again, the parent was asked to demonstrate how they would
implement the prescribed mand protocol with their child, as they were trained to
do. No training or feedback was provided, and the probe ended once five mand
trials were completed.
Administration of the PDC-P. Interviews were arranged with the
participating parents in order to discuss their troubles with treatment adherence at
home or in the community. During the interviews, the interviewer administered the
questions from the PDC-P questionnaire. It is worth noting that, in the previous
literature that utilized the PDC and PDC-HS, the experimenter typically
interviewed the performer’s supervisor. However, the present first author
questioned whether an interview with the performer directly (in this case, the
parent) might lend to revealing additional information about the challenges or
variables that parents face on a personal level, and which might not be apparent to
an outside observer. In addition, the author also questioned whether PDC-P results
may differ depending upon who conducts the interview. More specifically, it was
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questioned whether parents would report more accurately about their performance
to their supervisor or someone that they knew very well versus a worker that they
rarely see or talk to. Therefore, each parent was interviewed by both a familiar and
nonfamiliar interviewer. The familiar interviewer was the clinical director and a
Board Certified Behavior AnalystTM. The nonfamiliar interviewer was a Registered
Behavior TechnicianTM who had minimal previous interactions with the parents. To
ensure that interviews were as uniform as possible, each interviewer was provided
with an identical written script and instructed to read it as closely as possible.
However, when necessary the interviewer was allowed to provide further
clarification to the parent until clarity was reached. All PDC-P interviews were
recorded and reviewed to ensure integrity to the script and PDC-P questionnaire
(integrity measures were 100% for all six interviews).
PDC-indicated Intervention (Task Clarification and Prompting). Based on
the results of the PDC-P interviews, an intervention that consisted of task
clarification and prompting was implemented.
A task clarification session was administered in which the experimenter
defined and thoroughly explained each step of the mand training protocol.
Although all parents had been trained on the mand protocol previously, they were
not implementing it correctly. The PDC-P suggested clarification was needed.
During task clarification, the experimenter referred to each step using a visual
chart. A flow chart was used to indicate the step sequence pictorially. After
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walking through each step of the protocol using the visual chart, the parent was
given the opportunity to ask questions. Before concluding, the experimenter
ensured that all questions were answered and reminded the parent that no additional
feedback would be provided for the remainder of the study. The experimenter also
explained to the parent that they could refer to the visual flow chart as little or as
much as they would like.
Immediately following the task clarification session, the flow chart was
attached to the wall nearest to the parent and a mand training session began.
Interventions sessions were almost identical to baseline sessions, but with the
addition of a visual prompt (i.e., flow chart) which was available throughout the
intervention phase. The intervention evaluation phase continued until data reached
the criterion of three consecutive sessions of 80% treatment integrity or higher.
Intervention sessions were administered by the primary researcher, who was
not present during the PDC-P interview. This was done in an attempt to minimize
any possibility of reactivity.
Post-intervention Probes (in home or community). Once the mastery
criteria were reached with the intervention, a follow-up maintenance probe was
administered in the same home or community setting as the pre-intervention probe.
Post-intervention probes were taken six weeks following the termination of parent
training sessions. The purpose of these probes was two-fold. First, the author
wished to assess the generalization of parent training to the home or community
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setting. Second, it was questioned whether improvements in parental performance
would maintain beyond the cessation of training for a substantial amount of time.
The post-intervention probes were identical to the initial pre-intervention probe,
and no training or feedback were provided.
Social Validity Questionnaire
Upon completion of the maintenance probes, a questionnaire was
administered to rate parent acceptability of the intervention and to provide the
opportunity to give feedback on the intervention. Specific questions addressed the
likelihood that they would continue implementing the intervention, whether they
perceived the intervention as effective, whether they felt that the intervention was
feasible to implement on their own, and their overall satisfaction with the
intervention and its results (See Appendix E).

RESULTS
PDC-P
Results of the PDC-P interview suggested Task Clarification and Prompting was
the highest domain of concern leading to parental nonadherence, with 40% of its
questions scored as “no” for all three parents (see Figure 1). It is also worth noting
that the same questions within the Task Clarification and Prompting Domain that
were answered with a “no” response were consistent across the three participants.
Specifically, all three parents reported that they did not use nor were given any type
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of visual aids or reminders to help them with correctly implementing mand training
with their child at home. The second highest concern for the three parents was
Training (25%), followed by Consequences, Effort and Competition (0-20%).
Resources, Materials and Processes was of no concern, as none of the questions
were scored with a “no” response.
PDC-P Intervention Evaluation
Figure 2 presents the treatment integrity measures for the three parents.
For Chris (Parent 1), baseline measures of treatment integrity to mand training
quickly dropped from 74% to 60% within three baseline sessions in the clinic (M =
36.67%). Baseline immediately ended after the third session, and a naturalistic preintervention probe was administered in the dyad’s home setting—their family
living room area. Here, Chris implemented mand training with 46% integrity.
However, upon implementing the PDC-P based intervention, integrity immediately
increased to 83% and eventually reached 94% within five intervention sessions (M
= 83.75%; range, 80-94%). The final naturalistic post-intervention probe was then
administered six weeks following the termination of the intervention, and increased
from the pre-intervention probe to nearly 80%. These results suggested that the
effects of the PDC-P intervention successfully generalized to the natural setting for
Dyad 1 and performance of mand training by Chris sustained for up to six weeks.
Corresponding measures of independent and correct mands were also
collected for Charlie (see Figure 3, tier 1). Initial baseline measures for Charlie’s
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percentage of independent and correct mand trials decreased from 60% to 40% (M
= 47%) within the first three sessions. When mand training was assessed in the
home setting, Charlie’s mand performance decreased to 0%—lower than the initial
baseline level. Upon implementation of the PDC-informed intervention, Charlie’s
emission of correct and independent mands increased gradually from 20% to 100%,
and showed a significant increase in comparison to baseline levels (M = 67%;
range, 20-100%). During the final post-PDC probe, Charlie emitted 40%, or two of
the five manding trials with a correct and independent mand. Thus, the PDCinformed intervention was not only successful in improving the performance of
Chris’s mand training adherence, but was also associated with an increase in his
child’s mand performance. Furthermore, these improvements in both the parent
and corresponding child’s performance generalized and maintained for up to six
weeks.
Baseline measures of Vivian’s (Parent 2) mand training integrity fluctuated
between 38-86%, and portrayed a significant amount of variability throughout the
baseline phase (M = 65%). A naturalistic pre-intervention probe was administered
at a nearby fast food restaurant, in which Vivian implemented mand training with
64% treatment integrity. Upon implementation of the task clarification and
prompting intervention, treatment integrity increased and sustained between 86% to
91% for the entire intervention phase (M = 80%). Thus, parental adherence not
only increased from baseline level, but also sustained within a more appropriate
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range. During the final post-intervention probe at the fast food restaurant, Vivian’s
treatment integrity remained at 80% despite the cessation of parent training—and
for up to six weeks. Overall, parental treatment integrity by Vivian increased and
remained within appropriate levels following the implementation of the PDCindicated intervention. Furthermore, these improvements successfully generalized
from the clinic to the community setting.
Baseline measures for Phillip’s percentage of correct and independent
mands ranged from 0-60% (M = 15%), and indicated a gradually increasing trend
from the first to last baseline session. However, when mand training was
implemented in the local fast food restaurant a week later, it immediately dropped
to 0%. Immediately following the implementation of the task clarification and
visual prompt intervention, Phillip displayed his best mand performance with 80%
correct and independent mands. However, his performance quickly dropped and
maintained at 0% for three consecutive sessions. Furthermore, Phillip did not emit
any independent mands during the six-week follow-up probe at the fast food
restaurant.
Desiree’s treatment integrity to the mand training protocol indicated an
initial increase from 29 to 77% within the first seven sessions of the baseline phase
(M = 56%). However, her adherence significantly decreased to 46% and presented
a significant amount of variability for the remaining baseline sessions. Baseline
was terminated when her treatment integrity dropped to 43%. Next, mand training
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was assessed in the dyad’s play room area in their own home, where Desiree
implemented the mand training protocol with 60% integrity. The PDC-P interview
was conducted and the dyad reached the appropriate domain of concern, suggesting
a task clarification and prompting intervention. Immediately following the initial
task clarification session and upon posting the visual prompt in the treatment room,
treatment integrity to the mand training protocol showed an increasing trend for the
first three intervention sessions. However, a significant drop in integrity was
detected from sessions 24-26. To address an error in implementation, the
experimenter administered a second task clarification session with Desiree in which
the above-mentioned scenario was verbally discussed and clarified. Again, the
experimenter ensured that Desiree understood the correction and answered any
additional questions. Immediately following the clarification, parent-directed mand
training sessions were administered once again. As a result, treatment integrity to
the mand training protocol immediately increased back to 83%, and sustained
above 80% for five consecutive sessions. Parent training sessions were then
terminated for six weeks, at which a second home probe was administered. At the
dyad’s home, Desiree implemented mand training with Jonathan with 74%
integrity. Thus, the task clarification and prompting intervention was successful in
increasing and maintaining Desiree’s treatment integrity to the mand training
protocol. Furthermore, her performance improvements generalized to the
naturalistic home setting.
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Corresponding to the increased parental adherence to the mand training
protocol following the PDC-informed intervention, the mean percentage of
Jonathan’s correct and independent mands slightly increased from 24 to 32%.
Furthermore, increases in his independent and correct mands also maintained when
reprobed in the home setting (60%).

DISCUSSION
Overall, the PDC-P was successful at identifying the variables that were
likely associated with poor parental adherence to a mand training protocol for three
parent-child dyads. The integrity of the three parents’ treatment implementation
improved following the PDC-P indicated intervention (i.e., task clarification and a
visual prompt). Such increases in parental performance corresponded with
significant increases in their child’s mand accuracy (percentage of trials resulting
with a correct and independent mand). In addition, parental performance
improvements generalized to the naturalistic home or community setting, and
maintained for up to six weeks following the termination of intervention
procedures. The present findings provide support for the use of an assessment tool
such as the PDC-P in identifying the variables responsible for poor parental
adherence. Furthermore, these findings can better guide the development of a
function-based, and, thus more effective intervention to improve parental

PERFORMANCE DIAGNOSTIC CHECKLIST-PARENT

35

performance to a given behavior program—ultimately, lending to significant
improvements in their child’s behaviors.
Clinically, it is important for practitioners to identify the most effective and
most efficient procedures for training parents how to implement their child’s
behavior protocols. This is because the amount of resources (e.g., staff, training,
materials, and time) allocated for parent training as well as the parents’ availability
are typically limited. Although treatment packages such as the Behavior Skills
Training (BST) model are often used in parent training, it is worth questioning
whether the full range of components within the BST Model (e.g., written
description, modeling, rehearsal, and feedback) are necessary (Gross, Miltenberger,
Knudson, Bosch & Breitwieser, 2007; Hsieh, Wilder, & Abellon, 2011; Loughrey
et al., 2014; Miles & Wilder, 2009; Seiverling, Williams, Sturmey & Hart, 2012).
If only one or a few of those treatment components are what lend to its success,
then perhaps those resources and that training time can be better allocated to
targeting other skill deficits not within the parent’s repertoire. Ultimately, the use
of a functional assessment tool such as the PDC-P can help to identify the specific
intervention components which would be effective for targeting a parent’s skill
deficits. The use of a pre-intervention assessment such as the PDC-P might allow
resources to be allocated more efficiently.
While there are multiple forms of assessment to choose from, an informantbased tool such as a questionnaire like the PDC-P requires minimal effort and time,
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and virtually no training to administer. Its increased feasibility and simplistic
nature makes it an ideal approach for parent training. Although the assessment of
behavior by direct manipulation is considered best practice in applied behavior
analysis, this is not always possible. While the PDC-P requires some observation
of the parent’s performance and their child’s corresponding behavior, this is by no
means as resource intensive as other assessment procedures. Furthermore, the
present results suggest that the PDC-P questionnaire did contribute to the
identification of the relevant variables lending to poor parent adherence—even
without direct experimental manipulation of the parent-child contingencies.
The extent to which PDC results differ may depend on who administers the
interview and who is the informant. Typically when the PDC is used to identify
performance issues, the interview is administered by a neutral experimenter. This
ensures that an objective and accurate account of the performer’s behaviors is
provided and can be utilized to pinpoint the specific behaviors or environmental
variables preventing sufficient performance. However, due to the nature of parent
training and the influence of parent-trainer interactions on intervention
acceptability (Allen & Warzak, 2000; Harding, Wacker, Berg, Lee & Dolezal,
2009) it is possible that parents may provide more accurate information about their
performance with a familiar interviewer. Therefore, in the current study, the
clinical director was selected as the primary interviewer who administered the
PDC-P with all three participants. Additional comparisons were also made to
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assess the PDC-P results from interviews with the familiar interviewer (the clinical
director) versus a non-familiar interviewer (staff who had no previous interactions
with the parents) for Vivian (Parent 2) and Desiree (Parent 3). It is worth noting
that, although the results from both of Vivian’s interviews suggested task
clarification and prompting as the primary domain of concern, Desiree’s interviews
resulted in contradicting conclusions (her interview with the non-familiar
interviewer suggested a need for additional training; see Figure 2). Thus, further
assessment on the use of different administrators when conducting PDC-P
interviews with parents is still necessary.
It may also be the case that variables or stimuli in the parent’s environment,
which are less apparent to a supervisor or outside observer, may contribute to
performance issues as well. For example, it may be the case that a parent’s
inability to adhere to a given protocol may be due to their inability to control their
child’s problem behavior. Or, perhaps the parent does not implement the protocol
correctly because they were taught competing strategies by different staff members
or supervisors. In the current study, this concern was addressed by interviewing the
participating parents directly in order to gain more sufficient information from their
perspective. By selecting the parent as the primary informant for the PDC-P
interview, clinicians can better identify the variables affecting a parent’s adherence
to a given protocol, including those which might not be visible to the observer and
which might require asking the parent directly.
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One might also consider the extent to which the parent’s spouse may
provide more accurate information about the challenges or struggles the primary
parent may face when implementing a prescribed protocol, as opposed to the
primary parent’s own report or that of their supervisor. As an aside, the present
study also assessed the extent to which PDC-P interview conclusions would differ
between the primary parent and the spouse for one of the three participants (Chris,
Parent 1). Interestingly, the PDC-P interview results concluded with slightly
differing primary concerns, such that Chris’s interview suggested a need for more
task clarification and prompting, whereas his spouse’s interview suggested a need
for additional training (Figure 2). However, comparisons were only made for one
participant. Ultimately, additional research is required to determine whether the
PDC-P should be administered primarily with the parent directly or whether a
spouse or family member may be a more reliable account.
Perhaps the most significant finding of the study was the extent to which
mand training performance maintained for all three parents for up to six weeks
following termination of the intervention. The post-intervention probes for all
three dyads showed significant increases when compared to their pre-intervention
probe levels. Furthermore, because these pre- and post-intervention probes were
administered in the natural setting, it is likely that the increases in performance
further illustrate the success of the PDC-P in identifying the relevant variables that
were leading to poor parental adherence, and specifically in their natural context.
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Thus, the present data provide further support for the use of PDC-P to guide the
development of parent training interventions in order to increase parental treatment
integrity, and particularly when parental performance declines.
The present study is not without limitations. First and foremost, it is worth
discussing potential reasons for why Phillip (Child 2) did not show increases in his
mand performance, despite his mother’s improvements in parental mand training
implementation after the PDC-P intervention. A possible explanation for this may
be the lack of additional clarification when Vivian consistently failed to fade her
prompts over successive trials of mand training. Vivian correctly provided a
prompt when her child did not engage in the appropriate mand response; however,
she continued to immediately prompt Phillip’s response for the remaining trials—
thus, not giving him the opportunity to initiate a correct mand after prior trials were
consecutively prompted. It would be ideal for future research with parents who
have similar behavior patterns (e.g., incorrect performance of prompt fading
procedures) to specifically address this deficit, perhaps with an additional
clarification session to explain how and when to fade prompts over successive
trials. This way, parents can better promote their child’s ability to independently
request for items as opposed to becoming dependent on prompts to do so.
It is also worth noting that this study focused on skill acquisition instead of
problematic or inappropriate behaviors. Although it is important to train parents
how to effectively teach new skills to their children, it also important to teach
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parents how to address their child’s problematic behaviors when they occur—
especially when their problem behaviors pose a danger to the child or to others.
The present mand training protocol required that parents provide minimal attention
to their child when engaging in inappropriate behaviors (e.g., crying, yelling, or
whining), and to withhold preferred items until they asked in an appropriate
manner. For the present three parent-child dyads, problematic behaviors emitted by
the three children were minimal throughout all phases of the study (i.e., low in
intensity, frequency, and duration). However, it is worth questioning whether the
same success using the PDC-P would have been achieved if it were used to guide
the development of parent training protocols that specifically address their child’s
problem behavior. Thus, future research should assess the utility of the PDC-P in
guiding the development of parent training protocols that address their child’s
inappropriate behaviors.
Another consideration is the extent to which another intervention may have
been effective, even if the PDC-P concluded another domain as the primary domain
of concern. In previous research using the PDC-HS, assessment of both a PDCindicated and a non-indicated intervention was administered in order to determine
which was most effective (Carr, Wilder, Majdalany, Mathisen & Strain, 2013;
Ditzian and colleagues, 2015). However, the PDC-HS non-indicated intervention
was not associated with significant increases in performance for both studies, and it
was not until the implementation of the PDC-indicated intervention that
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performance increased to more acceptable levels. The current study did not
compare results of a PDC-P non-indicated and indicated intervention; thus, it is
unclear whether the intervention may have been successful with other parent-child
dyads that did not conclude with task clarification and prompting as the concerning
domain. Ultimately, future research wishing to assess the validity of the PDC-P in
identifying the specific variables responsible for poor parental adherence should
evaluate such comparisons.
Additionally, because the intervention was implemented together as a
treatment package, it is unclear which specific component of the package (task
clarification or the visual flow chart) was responsible for increasing parental
performance. For the present study, only one task clarification session was
administered throughout the intervention phase (with the exception of dyad 3, as
explained in the results) while the visual flow chart was consistently present for
each intervention session. The experimenter further indicated that all three parents
visually referenced the flow chart on multiple occasions throughout the
intervention sessions. This might suggest that the added visual component might
have been more important. However, because these reports were anecdotal, they
must be considered with caution. Future research should evaluate the effectiveness
of different treatment components by implementing one component at a time, and
assessing the effectiveness of each component prior to adding another.
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Finally, while the research assessing the utility of the PDC across multiple
contexts and with different populations has increased since the tool was developed,
the numbers are still relatively small when compared to other assessment tools.
Therefore, efforts should continue to systematically replicate the assessment of the
PDC’s utility in guiding intervention development for multiple clinical contexts
and populations. Furthermore, additional research should continue to expand the
realm of performance problems being addressed beyond what is observed at the
typical clinic-setting. For example, additional studies could assess the use of the
PDC in identifying the variables associated with poor performance by teachers in
school settings.
In conclusion, the present study provides empirical support for the use of an
assessment tool (PDC-P) to guide the development of parent training programs,
particularly when parental performance of their child’s behavior protocols is
inadequate. Furthermore, the ability of the PDC-P to identify the variables leading
to poor parental treatment implementation contributes to the literature in further
supporting its use as a valid and reliable assessment tool. Additional research
should continue to evaluate its validity as an effective assessment tool for multiple
performance issues, across multiple settings, and with the various procedural
manipulations as previously recommended.
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Figure 1. Results from the PDC-P across Parents.
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Figure 2. Comparison of Results from PDC-P across Respondents.
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Figure 3. Integrity of Parent Implementation of Mand Training Protocol.
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Figure 4. Accuracy of Mand Trials Emitted by Child.
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APPENDIX A. Checklist for Mand Training
**based on Checklist in Table 4 for “Operational definitions of the items measured
on the yes/no checklist for skills in Module 3” (Loughery et al., 2014), but
modified depending upon each dyad’s target mand

PERFORMANCE DIAGNOSTIC CHECKLIST-PARENT

55

APPENDIX B. PDC-P Implementation (Questionnaire)

Performance Diagnostic Checklist – Parent Implementation

FOR PARENT

Parent Name: ______________________ Interviewer: _______________________ Date:_____
Describe Child’s Behavior of Concern:
______________________________________________________________________________

Instructions: Answer the questions below about the primary parent or caregiver’s specific
problems with program implementation (not just in general). The problem(s) should be
operationalized as either a behavioral excess or deficit. Items with an asterisk (*) should only
be answered following a direct observation of the parent implementing the program with their
child.

TRAINING
1

YES

NO

Have you received any formal training on how you are to
implement the behavior program?
If yes, from whom? ___________________________________
How long ago? ______________________________________
For how long? ______________________________________
Was the training helpful? _____________________________

YES

NO

Do you feel the training was enough?

2*

YES

NO

Can you describe how to implement the program with your
child. When would it be appropriate to implement the
program?
___________________________________________________
___________________________________________________
___________________________________________________

3

YES

NO

Have you ever taken data on your implementation of the
program?

YES

NO

If yes, based on your data would you say that you have been
able to implement the behavior program correctly in the past?

YES

NO

Does the behavior program require that you implement it in a
fairly quick manner?

YES

NO

If yes, do you believe that you are able to implement it at the
appropriate speed?

4*
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APPENDIX C. PDC-P Treatment Recommendations
Recommendations for
TRAINING:
1. Behavior Skills Training
- mastery in rehearsal
prior to implementing
with child
2. Verbal Overview &
Checklist
3. Have Parent take data
on their own
implementation
4. Mastery criteria w/time
requirement & Fluency
Training

Recommendations for
TASK CLARIFICATION &
PROMPTING:
1. & 2. Verbal Overview &
Checklist
3. Flow Chart/Checklist that
is:
- Visible
- Easily Accessible
4. Timer or Phone/Calendar
notification as Prompt
5. Modifying the Room
- clean
- organized
- no distractions
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Recommendations for
RESOURCES, MATERIALS &
PROCESSES:
1. Recruiting assistance
from spouse, family,
friend, or neighbor
OR
Set time for program
convenient with parent’s
schedule
2, 3 & 4. Modifying materials,
their location, and
organization
5. & 6. Allocate other tasks to
spouse, family member,
friend, or neighbor
OR
Set time for program
convenient with parent’s
schedule
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Recommendations for
PERFORMANCE
CONSEQUENCES, EFFORT
& COMPETITION:
MODIFY FEEDBACK
DELIVERY:
1. Increase
Frequency
2. Increase
Immediacy
3. Modify Type of
Feedback
(e.g. Written,
Graphic)
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APPENDIX D. Visual Prompt (Flow Chart)
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APPENDIX E. Social Validity Questionnaire
Directions: Please read and rank the following statements regarding your experience with the
present study, using the 5-point Likert scale provided. If you are unsure of your answer, please
write N/A or leave the question blank. Feel free to write any notes, suggestions, or questions on the
space provided.
1.
I will likely continue implementing the new intervention on my own.
Completely
Disagree

Somewhat
Disagree

Neither Agree
nor Disagree

Somewhat
Agree

Completely
Agree

1

2

3

4

5

2.
I like the new intervention because it is easier to implement than other previous
interventions.

3.

4.

5.

Completely
Disagree

Somewhat
Disagree

Neither Agree
nor Disagree

Somewhat
Agree

Completely
Agree

1

2

3

4

5

I could see a big improvement in my child’s behaviors as a result of the new intervention.
Completely
Disagree

Somewhat
Disagree

Neither Agree
nor Disagree

Somewhat
Agree

Completely
Agree

1

2

3

4

5

The new intervention was too hard for me to implement on my own.
Completely
Disagree

Somewhat
Disagree

Neither Agree
nor Disagree

Somewhat
Agree

Completely
Agree

1

2

3

4

5

I felt that the materials provided for the new intervention were very helpful.
Completely
Disagree

Somewhat
Disagree

Neither Agree
nor Disagree

Somewhat
Agree

Completely
Agree

1

2

3

4

5

6.
If given the choice, I would choose a new intervention over the present intervention of the
present study. If so, describe?
Completely
Disagree

Somewhat
Disagree

Neither Agree
nor Disagree

Somewhat
Agree

Completely
Agree

1

2

3

4

5
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